Summary Rates of stomach cancer vary from place to place within England and Wales. To determine whether this reflects influences acting earlier or later in life, we have analysed mortality from the disease by county of birth and county of death. Among 749,035 men and women who died during in a different county from that in which they were born, proportional mortality from stomach cancer was more closely related to county of birth than of death. This association with place of birth was found in migrants both out of and into high-risk areas. We conclude that studies seeking to explain local differences in the incidence of stomach cancer within England and Wales should focus on the environment of patients in their youth. With 10-year age-and sex-specific proportions in the total sample as standard, we first calculated proportional mortality ratios (PMRs) for stomach cancer in the 1,158,964 'nonmigrants' who were born and died in the same county. We used these PMRs to order the 58 counties by mortality, and divided them into five groups such that the expected numbers of stomach cancer deaths in each group were as similar as possible.
Rates of stomach cancer vary markedly from place to place within Britain. Mortality in North-west Wales and in some northern industrial towns is twice that in much of South-east England, although rates in London are relatively high (Gardner et al., 1983) . It is not known whether these geographical differences reflect causes acting close to the time that symptoms begin or earlier in life.
Study of individuals who have moved from one part of the country to another might further our understanding. As a special exercise during April 1969 With 10-year age-and sex-specific proportions in the total sample as standard, we first calculated proportional mortality ratios (PMRs) for stomach cancer in the 1,158,964 'nonmigrants' who were born and died in the same county. We used these PMRs to order the 58 counties by mortality, and divided them into five groups such that the expected numbers of stomach cancer deaths in each group were as similar as possible.
Subsequent analysis was restricted to the 749,035 'migrants' who died outside their county of birth. Again with proportions in the total sample as standard, we calculated PMRs for migrants according to the county groups in which they were born and died. A log-linear model was used to derive maximum likelihood estimates of the ratio of PMRs in successive county groups at birth and at death (Breslow & Day, 1987) . The model assumed that PMRs for stomach cancer were a product of two terms, one for county group at birth and one for county group at death, and that these terms increased geometrically across successive county groups. The validity of the model was established by checking that extensions which included separate terms for birth and death strata did not significantly improve goodness of fit.
Results
Among subjects who were born and died in the same county there were 26,514 deaths from stomach cancer. PMRs for these non-migrants ranged from 67 in the Isle of Wight to 157 in Caernarvonshire and 159 in Merioneth. (Haenszel & Kurihara, 1968; Choi et al., 1971; Haenszel et al., 1972; King & Haenszel, 1973 that the dependence of risk on place of birth applies also to people who move in the reverse direction. This supports the observations of Correa et al. (1970) , who found that the risk of stomach cancer in migrants to Cali, Colombia was lower in those who had come from places with a lower incidence of the disease.
Along with other migrant studies, our findings point to important determinants of stomach cancer acting early in life. The observed pattern contrasts with those for cancer of the colon, lung, breast and prostate, which in a similar analysis all show a stronger relation to place of death than place of birth (unpublished data). We conclude that studies seeking to explain locally high rates of stomach cancer within Britain should concentrate on the environment in youth of people who are now developing and dying from the disease.
